H ospital medicine represents one of the fastest growing fields in US medicine with approximately 55 000 clinicians nationally. 1, 2 Pediatric hospitalists now account for about 10% of the total hospital medicine physician workforce. In October 2016, the American Board of Medical Specialties approved an application sponsored by the American Board of Pediatrics (ABP) to seek subspecialty certification for pediatric hospital medicine and a procedure for certification was established. As discussions were underway at the ABP, the Association of Medical School Pediatric Department Chairs (AMSPDC) sponsored a survey to collect data and poll academic chairs on the roles and training requirements for pediatric hospitalists in this fast growing field and to determine whether pediatric chairs felt hospital medicine should have subspecialty certification. As indicated by the survey results, respondents felt that although hospital medicine met some of the criteria for subspecialty board certification, it did not meet all of the criteria. Overall consensus (84%) of pediatric chairs surveyed did not support a separate board certification for hospital medicine. The results of this survey and the questions it raises about the impact of subspecialty certification for hospital medicine in academic health centers and community hospitals are indicated below.
Hospital Medicine
Escalating costs of health care have resulted in pressure to reduce inpatient admissions and the duration of stay in hospitals, improve patient outcomes, reduce hospital-acquired conditions, and improve efficiencies in care delivery, resulting in a need for hospitalists. [3] [4] [5] In pediatric medicine, the emergence of hospital-based practice is relatively young. The Society of Hospital Medicine was first established in 1997 and the AAP only recognized hospital medicine as a division with provisional status in 1999. The Academic Pediatric Association founded hospitalist medicine in 2001 and the ABP began evaluation of potential pediatric hospitalist medicine certification status in 2016. Initially, hospitalists provided internal medicine care in community hospitals with rapid evolution into the fields of pediatric and family medicine. 6 Divisions of hospitalists in pediatric departments of academic health centers have been emerging since the late 1990s. 1, 2 These divisions provide clinical care across a number of settings, including general pediatrics wards, normal newborn or level 2 nurseries, and as members of conscious sedation teams. Of the 3300 candidates taking the 2015 ABP general pediatric certifying examination, 10.5% were employed as pediatric hospitalists. Dual trained medicine-pediatrics physicians are also members of the pediatric hospital medicine workforce. More than one-quarter of recent combined medicine-pediatrics graduates pursued hospital medicine positions, with more than two-thirds of those caring for both adult and pediatric inpatients. 7 In a survey of 112 pediatric hospitalist programs in 2006 and 2007, hospitalist directors reported that 46% of their physicians were relatively newly employed (ie, for <3 years) with an average duration of employment of 63 months. 8 Hospitalists serve as role models for medical learners on inpatient rotations, and provide hospital administrative leadership in programs such as quality, safety, and electronic health systems. Chairs of departments of pediatrics have responsibility for ensuring the training of the next generation of pediatricians and directing both general and pediatric subspecialty care within academic health centers and children's hospitals. Given the increasing and varied focus of generalist practice, many stakeholders in pediatric departments are examining the need for formalized subspecialty or certificate training in hospital medicine. This report summarizes their responses to a survey regarding the perceived role of hospitalists and feedback on whether pediatric hospital medicine meets the criteria as a board-certified subspecialty. 
Survey Methods

Results
Current Division Structure
Of the 77 chairs who responded to the survey, 71% of the departments had a separate division of pediatric hospitalist medicine, 25% did not, and 4% were in the planning stages (Figure 1) . Overwhelmingly, respondents (94%) felt that general pediatrics or medicine-pediatrics Accreditation Council for Graduate Medical Education (ACGME) residency training and ABP general pediatrics board eligibility was sufficient to practice as a hospitalist in the surveyed institutions (Figure 1, B) . Only 4% of institutions required some additional training.
Training of Hospitalists in Academic Health Centers
When respondents were asked about the need to design pediatric categorical residency training programs to include advanced training opportunities, including a focused track in hospitalist medicine, the answers were variable. One-third of respondents felt there should be a focused track, although a comparable number of respondents did not feel additional training was required. The remaining chairs had a range of comments regarding additional training they would recommend or require. This training included (in rank order): simulation training in rapid response teams and code management (90%), sedation anesthesia (69%), advanced life support training, intensive care experiences (69%), emergency medicine (56%), and newborn care and circumcision experiences (25%). The perceived benefits of the suggested advanced training included better ability to manage complex patients with chronic disease states (85%), improved procedural readiness (58%), better opportunities for quality improvement work (66%), better training opportunities for academic development (56%), and improved teaching skills (44%). Thirty-one chairs (40%) responded that their institutions did provide some type of additional training. Of these respondents, 61% had formal mentored training experiences, 42% programs had elective experiences within the general pediatrics residency program, and 29% had additional training within the department, including an institutionally sponsored fellowship.
Need for Subspecialty Status
At the time of this survey, the ABP was considering the development of a certification process for hospitalist medicine. As a result, the survey instrument included questions related to the requirements of ABP specialty status, including whether the practice of hospital medicine was unique from general pediatrics and established pediatric subspecialties and whether it required its own subspecialty of knowledge and science. The majority of respondents noted that the discipline of pediatric hospitalist medicine is actively creating new knowledge (78%). Similarly, the majority of respondents stated that hospitalists provide unique services or procedures associated with their practice (64%). However, fewer than 50% of respondents felt that the practice of hospitalist medicine was "unique from general pediatrics and/or any other area of established subspecialty medicine." Further, only 30% of respondents believed that the practice of hospitalist medicine requires a unique body of knowledge and has a unique scientific basis. Correspondingly, only 16% of respondents supported a separate board certification and 62% of respondents thought that hospitalists' training could be accomplished without additional training and separate board certification (Figure 2) . Approximately 20% of respondents were unsure of the implications of an ACGME requirement for a separate board of certification.
Two survey questions focused on the current and future state of credentialing of hospitalists as compared with general pediatrics for both in-and outpatient settings. Approximately 25% of respondents reported that the credentialing of hospitalists in their institutions is distinct from general pediatrics, although hospitalists' privileges are included in the remaining hospitals. The majority of respondents (56%) indicated that they anticipate that the credentialing process would change if the ACGME and ABP established separate training and board certification in pediatric hospitalist medicine. Another 25% made comments about the impact of board certification on training and/or stated that they were unsure as to whether there would be a change in process. Only 15% of respondents indicated that their credentialing processes would not change.
Finally, respondents were asked if there were any other perspectives they would like to add regarding the need for separate training and certification to practice pediatric hospitalist medicine. Of the 18 respondents who commented, more than one-half suggested that academic hospitalists would benefit from certification and additional training, particularly in quality improvement, research, and leadership. At the same time, they felt that not all hospitalists would require such training. Concern was also expressed about the availability of a workforce in community hospitals and payment issues if certification became a requirement.
Discussion
The requirements to establish a new pediatric subspecialty training program through the ACGME and the ABP include that (1) the discipline is unique from general pediatrics and/or any other area of established subspecialty medicine, (2) the discipline provides subspecialty expertise to general pediatricians and others who may care for children, (3) the subspecialty has a unique body of knowledge and scientific basis, (4) there are unique services and/or procedures associated with the discipline, and (5) the discipline is actively creating new knowledge in child health impacting the care of children. Fewer than one-half of the pediatric chairs responding endorsed the first 3 criteria, although 65%-77% endorsed the latter 2 criteria. Altogether, only 16% of pediatric chairs supported a requirement for additional ACGME training and board certification. This finding seems to indicate a significant difference in perspective as to the role of hospital medicine being a board The current ACGME pediatric program requirements create specified structure for 21 of the 36 months of training. Ten of these months must be inpatient care, 3 emergency care, 2 ambulatory, and 6 individualized curriculum. The remaining 15 months are used in variable ways by different training programs, typically with a significant component of these months spent in inpatient training as well as options specific to skill development in hospitalist medicine. 8, 9 Because the curriculum and duration of the fellowship are currently in development, questions relative to factors impacting the training duration and the actual duration and milestones of the training should be considered. They include the following questions. How will the training programs be funded? What will be the duration of funding? Can graduates of pediatric training programs with significant inpatient experience in the care of complex patients be appointed in community-based settings without hospitalist training and separate certification? If not, how will academic programs fill the need for these trained and credentialed providers? What will be the requirements of hospitals and credentialing bodies to ensure competencies and what should those competencies be? Is it reasonable to expect maintenance of core competencies for activities only done within children's hospitals? Will currently trained pediatricians, and medicine-pediatric trained and certified providers be excluded from seeking positions that now require specialty certification? The majority of ACGME pediatric subspecialty fellowships are 3 years in duration. This time frame is considered by many subspecialties to be fundamental for adequate subspecialty clinical training in a distinct field, combined with sufficient research experience to pursue postfellowship scholarship in one's field. However, other ABP subspecialties such as sleep medicine, palliative care, sports medicine, and medical toxicology have fellowships of shorter duration. The Joint Council of Pediatric Hospital Medicine recommended a 2-year hospitalist fellowship certification to the ABP. 10 There are at least 5 areas of hospitalist training certification that need to be considered moving forward. First, general core curriculum components for these fellowships have been identified. 11 Experiences and advanced training in 5 areas (intensive care, emergency medicine, advanced life support, simulation, and sedation) was felt by more than one-half of the AMSPDC respondents to be beneficial, but comments alluded to different skills needed for hospitalists in a community hospital versus a tertiary or quaternary setting (academic and children's hospital). Therefore, attention in program development will be needed to address the diversity of needs. Pediatric hospitalists in community hospitals are more likely to be called on to provide delivery room resuscitation and stabilization, newborn nursery care, and emergency department pediatrics consultations compared with those providing inpatient care in children's hospitals where roles in medical education and quality and safety programs are often significant. 12 In children's hospitals, development of models for surgical comanagement may be an area for further specific development, because adult comanagement programs have shown benefits. 13 Second, important considerations about the impact of board certification will need to be addressed on the standard of care in both academic health centers and community hospitals. Will the national workforce need be met solely with graduates of fellowships? Will general pediatricians or medicine-pediatric physicians without subspecialization credentials be allowed to be privileged to provide hospital care for pediatric patients? Will there still be opportunities to allow for hospitalist vs ambulatory primary care track experiences within residency programs?
Third, the potential for a marked decrease in residency graduates who pursue the hospitalist career owing to the fellowship requirement will need to be followed closely. This possibility is especially worrisome because 20% of the programs did not fill in 2016, and the number of pediatric hospital medicine fellowship positions nationally is increasing. 14 This finding is not unique to the hospitalist fellowship, but rather a phenomenon that impacts many subspecialty training programs, largely attributable to the need for securing adequate salaries for loan repayment.
A further delay in postgraduate full-time salary achievement is seen as a deterrent for US residency graduates to pursue this additional training. Also, a 2014 survey of medicinepediatrics hospitalists (10% of the pediatric hospitalist workforce) showed that 96% would not have considered pursuing a fellowship in a pediatric subspecialty. 15 Indeed, it is cost effective for smaller facilities to employ hospitalists with medicine-pediatrics training to discharge pediatric hospital care part time, while the remainder of their salary generation can occur with adult inpatients. Smaller facilities located in rural areas are already encountering difficulties fulfilling the health care needs of their community and have to resort to large signing bonuses and hefty loan repayment programs to attract hospitalists. Therefore, the concern exists that smaller hospitals will suffer if they are no longer able to use medicine-pediatrics providers to deliver pediatric hospitalist care.
Fourth, the development of this subspecialty will require a considerable financial investment from academic health centers to train sufficient numbers of hospitalists to meet the needs of hospitals throughout the US. This happens at a time when many healthcare organizations cannot afford to support a number of training programs that are above their Medicare cap and departments of pediatrics are already contending with the new ACGME "unfunded" mandate of a set percent effort required for training program directors. If current ABP certifying examination data remain steady and pressure exists for hospitalists to have fellowship training, there would be more than 300 graduates in need of fellowship training annually. Of 65 pediatric hospital leaders reporting in a survey, 78% subsidize their pediatric hospital medicine program at an average proportion of 49% of the program costs. 16 The added subsidy of fellowship training costs would create a significant impact on the budget of pediatric departments and/or their children's hospitals. Alternatively, many departments may need to choose to reduce the size of existing pediatric subspecialty fellowships to accommodate this new fellowship. Given the already limited shortage of many subspecialists, this shift in training opportunities could have a wider impact on manpower needs across the US. In summary, pediatric hospitalists increasingly provide important care continuity within children's hospitals and community-based general systems. Our survey results indicate support for specific training requirements for graduates who seek careers in hospital-based practice. However, the survey also identifies potential concerns regarding how the unique interests of graduates and care delivery needs will be met through additional training and certification processes. ■ The requirements to establish a new pediatric subspecialty ACGME/ABP training program include all of the following:
The discipline is unique from general pediatrics and/or any other area of established subspecialty medicine.
The discipline provides subspecialty expertise to general pediatricians and others who may care for children. There are unique services and/or procedures associated with the discipline. The subspecialty has a unique body of knowledge and scientific basis. The discipline is actively creating new knowledge in child health impacting the care of children. 9. Do you support a requirement for additional ACGME training in pediatric hospitalist medicine (following general pediatrics training with board eligibility and certification) to practice as a Pediatric Hospitalist? 10. Do you support a requirement for additional ACGME training in pediatric hospitalist medicine (following general pediatrics training with board eligibility and certification) and a separate pediatric hospitalist board certification to practice as a pediatric hospitalist? 11. Do you have separate institutional credentialing to practice pediatric hospitalist medicine different from that required to practice general pediatrics in an out-or in-patient setting? 12. Do you anticipate your institutional credentialing process would change if the ACGME/ABP established separate training and board certification in pediatric hospitalist medicine? 
